An 18-year-old woman was referred to our cardiology division for a bradycardia at 40 bpm and a long-standing history of effort intolerance with fatigue, shortness of breath and malaise. She never had chest pain, palpitations or syncope. Two years before, exercise-induced asthma was diagnosed, but treatment with bronchodilators did not lead to a significant improvement.
We retained the diagnosis of high-degree AVB (advanced second degree and third degree), isolated (structurally normal heart), which most likely occurred in childhood since bradycardia was known at least from the age of 12. The AVB was probably idiopathic, although a genetic origin was also possible. We consid- 
Discussion
We have described the case of a young girl suffering from chronic effort intolerance related to AVB. We would like to emphasise some important aspects of the assessment of young people with limited effort capacity. In addition, we will briefly review the main characteristics of this rare condition.
Our patient had suffered from effort intolerance since childhood, initially attributed to asthma. However, treatment did not lead to a satisfactory response. In situations like this, other pathological conditions should be investigated to explain the reduced exercise capacity in an otherwise healthy young patient.
Bradycardia has been documented in our patient at least since the age of 12. Bradycardia can be physiological in healthy young people, in athletes or during sleep as a sign of vagotonia. On the other hand, when it is inadequate for the clinical condition, or if it is accompanied by symptoms, as in our case, or by abnormal clinical signs, it can be the result of rhythm or conduction disorders and requires an ECG recording. In our patient, the diagnosis of high-degree AVB was finally made only at the age of 18, but very likely it had been present at least from the age of 12.
AVB in the paediatric age group is rare. It is defined as congenital when diagnosed in utero, at birth or during the first month of life. Childhood AVB is defined when diagnosis is made after the first month of life up to the age of 18 [1] . The AVB can be isolated (occurring in a structurally normal heart without other predisposing Childhood AVB is more commonly associated with other heart conditions. The causes are multiple.
Among the congenital heart diseases, corrected trans- Unfortunately, a genetic analysis was not performed.
The diagnosis of idiopathic isolated AVB was therefore retained, although a genetic origin was also deemed possible.
Unlike isolated congenital AVBs, isolated childhood
AVBs can be partial (first or second degree), but they often evolve to complete AVB. In the vast majority of cases, the escape QRS complexes are narrow, indicating an injury of the atrioventricular junction [9] [10] [11] [12] for symptomatic reasons (about 50% of the patients were implanted in some old studies [12] ), in more recent series the indication is often prophylactic and the great majority of the patients finally benefited from the pacemaker (between 79 and 95% in recent series [9] [10] [11] ). The broader use of pacemakers appears to be the main reason for the improved prognosis of patients with an isolated AVB. For example, in a recent multi- 
